1. INTRODUCTION {#sec1-1}
===============

Reconstruction of the middle part of the face is very often performed with the flap of temporal muscle. Its natural position, vascular stem, allows a good tissue replacement in case of surgical removal of malignant process at the face midsection ([@ref1]-[@ref3]).

In cases where the defect is larger, two temporal limbs were used, which requires long lasting surgery as well as large donor morbidity of this facial area.

With the evolutionary development of the surgical procedure, it was concluded that the resection of the tendon from the coronary processus, the flap is elongated by about 2 cm, of possible 7 cm, depending on the need and the type of surgical lift. With this knowledge, it is quite easy to cover larger defects as well so the procedure has become much more comfortable in terms of the angle of rotation of the vascular stem without fear of vascular insufficiency ([@ref4], [@ref5]).

Further scientific development of the surgical procedure, placing emphasis on vascular supply, resulted in the elongated myofascial flap, which involves the lifting of muscle together with a deep temporal fascia, its two layers and the preserved stem of the superficial temporal artery and vein, which provides safer work and the length of the lifted flap with double vascular stem.
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In this way, we get a flap covering the defects over the medial line with better quality of blood supply and higher mass ([@ref7], [@ref8]).

2. MATERIAL AND METHODS {#sec1-2}
=======================

The study included a sample of 36 patients who were surgically treated due to the malignant process at the face mid-level with the performed partial, total or bilateral maxillectomy at the Clinic for Maxillofacial Surgery, University Clinical Center in Sarajevo, from 2013 until today. Depending on the size of the defect or the type of maxillectomy performed, we applied a certain surgical procedure:

In partial maxillectomy with the defect of the palate--the usual procedure for the lifting of temporal muscle with the preserved zygomatic arch.In total maxillectomy, the usual procedure with extension in the sense of releasing the tendon from the coronoid processus.In the bilateral maxillectomy the elongated myofascial flap with double vascular supply.
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Access to temporal muscle is achieved by bicocoronar or hemicoronary incision. After the preparation the scalp is lowered to the supraorbital line.

The dissection continues in the superficial fat tissue, following a deep layer of deep temporal facias until the level of the zygomatic bone, where after the show zygomatic arcus it is cut and descended to periost. The superficial temporal fatty tissue is lifted untouched and thus is achieved the preservation of the temporal branch of the facial nerve.

The electrocutionist draw a contour of the muscle, with a rasp the muscle is peeledoff the bone, bearing in mind a strong attachment to the bone in order to preserve the vascular supply.
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By removing the arch, it is possible to elevate and achieve the complete mobilization of the temporal muscle with the maximum angle of rotation. The same procedure was used to explore the coronoid processus, and the possibility of muscle trauma during rotation is reduced.

It should also be borne in mind that when removing the tendon from the coronoid process, the instrument should be close to the bone so that there is no injury to the vascular stem.

3. RESULTS {#sec1-3}
==========

The results show statistically significant differences between the groups, and the mean values of the length in centimeters (cm), show the mean length of flap 6±0.74 cm in the group I, 8.25±0.62 cm in group II and in group III 9.83±0.83 cm.

In 86% of cases the flapsurvived, 13.9% refers to the partially survived flap with secondary correction, while it survived in 100% in group III, indicating that it is the safest way to use the flap.
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4. DISCUSSION {#sec1-4}
=============

The surgical procedures of removing the temporal flap depend on the size and position of the defect, whether it will be used partially and fully mobilized and with the elongation of the coronoid processus.

Also, the elongated myofascial flap is applied in large defects of the face mid-level with double blood supply, which saves operating time compared to procedurewhen removing two flaps for reconstruction and provides lower donor morbidity.
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The results show statistically significant differences between the groups, and the mean values of the length in centimeters (cm), show the mean length of flap 6±0.74 cm in the group I, 8.25±0.62 cm in group II and in group III 9.83±0.83 cm.

This indicates that the use of elongated myofascial temporal flap provides the longest mobilized flap with two supply stems, which is the method of choice for large middle face defects.

Abubakar et al. ([@ref5]) presented a series of 11 patients in English literature between 1987 and 2000 using temporal muscle for repairing defects in the oral cavity. They showed a very low percentage of complications with this flap(1.6%), and that the technique of surgery was very safe with minimal surgical risk.

Throughout our study, in 86% of cases the flapsurvived, 13.9% refers to the partially survivedflap with secondary correction, while in 100% it survived in group III, which is the safest way to lift the flap.

David P Tauro et al. ([@ref6]) practiced a relatively new and simple technique for the transposition of the temporal myofascial flap into the oral cavity without fracturing the zygomatic arch, eliminating all the complications and disadvantages of conventional technique involving a deliberate fracture of the zygomatic arch.

By comparing this study with our group, I and the group that applies to this surgical procedure, we absolutely agree with the conclusions of this study, with a timely indication of the use of the same in relation the defect to be covered.

5. CONCLUSION {#sec1-5}
=============

For large defects of the middle face that overlap the median line, an extraordinary solution is the elongated myofascial flap with double vascular supply, with a larger flap mass and a length of about 9.83 cm.

Compared to the two standard procedures, with the above-mentioned measurements, and the monitoring of operated patients, we have come to the conclusion that double vascular stem with elongated myofaceous flap is more secure for both the patient and the surgeon.

It provides full mobility with the maximum angle of flap rotation, without fear of vascular ischemia, as double vascular supply is provided.

By measuring the length of the flap, we obtained a mean value of 9.83 centimeters, which is the longest and most massive of the three surgical procedures used.

This allows it to cover defects over the median line, which automatically excludes the use of two flaps, which has been the practice so far.

By relying on this, we can conclude that there is a shorter surgery and the success rate of the surgery is higher, which allows faster patient recovery.

The aforementioned goes into support of the elongated myofascial flap, which according to our research is the method of choice for covering large middle-level facial defects.
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